Infrainguinal arterial bypass remains the treatment of choice for patients with multilevel arterial occlusion who are suffering from critical limb ischemia. The use of vein (saphenous and/or arm) as the conduit (used either reversed or in situ) has been associated with the best long-term results. Early patency is directly related to technical perfection during construction of the bypass. Intraoperative and early post operative duplex assessment identifies flow-limiting lesions in the three key aspects of the bypass; the arterial inflow vessel, the conduit and the outflow target vessel. Long-term patency is also dependant upon ensuring that the same three components do not develop significant flowlimiting lesions over time. Studies from single centers have demonstrated that the early identification of critical flow-limiting lesions improves the limb salvage of Vascular Medicine 2006; 11: 137-138 Is duplex surveillance of value after leg vein bypass grafting? Davies AH, Hawdon AJ, Sydes MR, Thompson SG, on behalf of the VGST Participants. Circulation 2005; 112: 1985-91.
patients who undergo duplex surveillance. Data exists from a meta-analysis and two previous randomized studies, one of which questions the value of duplex surveillance. [1] [2] [3] This study attempted to determine whether intensive duplex postoperative surveillance was better in terms of limb salvage than clinical follow-up in patients undergoing infrainguinal bypass. 4 In the clinical group, 27% had additional duplex examinations (vs 7% in the duplex group), while 31% had any diagnostic intervention (vs 22% in the duplex group, p ϭ 0.01) during follow-up, presumably secondary to a concern regarding a graft stenosis. The patients who had additional diagnostic interventions in the clinical group demonstrate the real concern of clinicians regarding the possible development of stenosis in a distal bypass.
Unfortunately, the study has major limitations. It randomized only half the number of patients it required to be adequately powered, and the randomization took place 6 weeks after surgery when early technical issues had already resulted in intervention or failure, which lowers the event rate and study power. 5 Thus, only patients with near perfect technical results, who would be at low risk for the development of graft failure, seem to have been included. The authors conclude that surveillance is of little value and results in increased health care costs.
We suggest that this trial has missed the true value of duplex imaging for patients undergoing infrainguinal bypass. There are two main criticisms of this study. First, patients should have been randomized pre-operatively and a comparison of all duplex interventions should have been included (intra-and early post-operative) compared to clinical follow-up. A key benefit of duplex surveillance is the early identification of clinically silent lesions that ultimately threaten graft patency. This study excluded early postoperative patients who are at relatively high risk for silent lesions. This exclusion critically handicapped the advantage of duplex imaging. Previous studies where the initial examination was at 1 week demonstrated a significant advantage to graft surveillance. 6 Second, the generalizability of the trial is questionable because patients were not enrolled in a consecutive fashion, and therefore may not be representative of patients in a general vascular surgical practice.
In summary, among patients with excellent early technical results this study demonstrates that the yield from routine surveillance is low and is as good as clinical follow-up. The low recruitment demonstrates that the number of patients with this outcome is low. If all patients were randomized before surgery and if early revisions were included it is possible that the conclusions of the trial may have been different.
Vascular viewpoint rating
• Randomized -yes • Quality -moderate • Is the primary conclusion valid? Possibly, but the generalizability is limited.
